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hlAhsttast
Provider profiling'is.simply'neasuranla ptOCessland/or,ontsome
and comparing itvtotsome defined‘norm; a?rofiling.hasbmany usesi'
'Utilizatien management,chst;effeCtiﬁeness'reView,dneetihgh.
access standards, patient satisfactien} outcones assessnent;
population-health; etc;, Unfortunately,‘prov1ders have had a
nery‘negative teaction_to proflllng, a tool that can help them
lmprOve eutcomes'and make’theit.praetlces more.eff1c1ent. Th;s'l
paper-will eXplore:the reasons'tor thelnegatiyeffeactions,_the
_keys to a successful pfofilinglsysteﬁ,'and’the:varieus .
atttibutes'of good measures. The'purpese of'this'project is te'
develop a tool that will aid in meeting’the'prdfillng' |
drequirements established hy the Joint»CommiSsion on |
| Accreditationvof Healthcareiotganiaatibhs and'to'use‘the;tool:

for.ongoing quality improVement. This:paper‘eXamines the

-ex1st1ng proflllng system of a small, ”@urakw“ﬁ“' hdspital~and
descrlbes the development of a new database. Given that many
Army(hospitals a:e'struggling with the development of an

adequate profiling system, this database may prove useful in

developing the groundwork to those facilities.
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‘Development'of'a'Erovider’Profiling Tool for Reappointment :

vintrodnotion .

Conditions that Promptedvthe Stﬁdy o

The Joint CommiSSiOn.on'Aocreditation of Heaithcarebl
Organlzatlons (JCAHO) plays an 1mportant role in the mllltary
health system. Department of Defense Dlrectlve (DoD) 6025 13
requires all flxed hospltals, free—standlng CllnlCS, and |
fac1llt1ee prov1d1ng care to DoD benef1c1ar1es under managed
vcare support contracts to’be‘accredited by JCAHO or through
another acoreditation sOurCehapproved byfthe'Assistant‘Secretary
of Defenee for Health Affairs (ASD(HA)) (TRICARE Management-
Activity, 1997)'. Thev JCAHO created a standard, MS.5.12, that
- requires a facility to base provider,reappointment decieions on -
continual monitoring of profeSSional performance}»ﬁudgment; andv
clinical oy w=Tctetsagecal skills.(Joint COmmissionbon‘Accreditation
on Healthoare Organizations, 2003).. Subsegnently, provider.
reappointmentvis the proceSSJthrough which a.hospital.renews
provider'privileges.

Bassett Army Communlty'Hospltal (BACH) was surveyed by the
JCAHO in 2001. Durlng thls survey, BACH received a Type T
finding based on standard MS5.5.12. ‘A Type I finding is “a

recommendation or group of recommendations that addresses




SEF T

ProVider ProfilingvTool - 6

1nsuff1c1ent or unsatlsfactory compllance in a spec1flc

| performance area” (JCAHO, 2003, p.232),u The ratlonale_for this

: finding'was that wh;le the hosnitai‘was»collecting informatron
on 1ts prov1ders; theyjuere not conparing individuai'brouiders :

. to an aggregate to help make reapp01ntment dec151ons.g In August
'of 2003 BACH hlred a team of surveyors from MagCare to conduct |
a mock survey'ln nreparatlon for the-next»off1c1al aocredltatlon
survey by the JCAHO invootober:2064:'gThe ﬁagCarebsurveyors

- found tnat'BACH was still'nOt neeting the intent of’thislr
‘standard because thethene nottmaking oomparisonsrto an

aggregate.

The credentials seotion,of the hospital is agsubordinate‘
unit of the Managed Care Division (MCD). - Due to the relatively
small size of the facility;'many.functions are combined under

the MCD. In addition to credentials, the MCD includes such

functions as risk management, quality assurance, [petfcwmante

improvement, and case management‘ .Many;larger facilitiesvhave =
separate Sections for'these’functions.' Unfortunately, the staff
of the MCD takes on several Of‘these critical roles,vand‘the
division hasvnumerouskuacanCies; This lack of personnei'and
auailable timebnakes the deuelopment of a tool for provider

profiling difficult for the present staff. However, the
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upcoming $CAHQ'SUrveYireqﬁiring atiiéast a year cficclléctédvii
datavmakesitﬁe'dcvelcpmcnt bf aipicfiling‘tcoi'a higﬁvéridrity.
Statement'of the Probleﬁi_

'_BaSSetthrmy Commﬁﬁity Hospitai mustidcvelop_avproiidef'
‘_profiling tool:thatimects the.iﬁtehé of MS.5.12 to correct”a
iknown Type I-finding Of the JCAﬁO}c:Thisvtool must also meet ényi

réquireménts fpr'cfedéntialinc fhat“aré impcsed‘by.Doﬁ
regulations and directiVes; | | T
Literature RéVicw'

Whét is‘Provider Profiiing?.-‘

Brand, Quam, and Leathefmcn (19955kdefine.profiling as.?the
analysis of rates;of‘éveﬁts_pértaining to the proceSs or cctcomé
of mcdical cére provided by‘heélth cafe practitioners tc defiﬁed_
populations"'(pf 224). Bréﬁd'etval._@ade}their-definitioﬁ véry
broad. This definition_alicwé.the.iﬁciuSioh.of,a variéty of
“providers iﬁ additionz@ﬁ?ﬁﬁ@*ﬁ%ﬁditional mcdicai’doctcr cuch as
nurce practitioners, nurse midwi?es, and physician aséistants;
The définition also allows a profiler to chéngc the population
pérameters'to mect the ﬁeeds:and goais_of-én organization; fdr‘
example,‘a profile‘may need to define the pcpulétion as that.of
an'ehtire prlan, a specific prcvidér panel; or the population of
all of a planfs ﬁembers iﬁ a given'geographical region. The

events related to process or outcomes could mean such things as
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~dollars spent,_pap_smears per 1000 female patienrs, orvaVQrage
clycosylated hemcglobin (HgbAIC) level.. This broed definitionb
aliows profilers to tailor their activities to meet
organizaticnaiineeds'but alsoiallows them to explain what this
activity means.

‘Brand et al. (1995) state the fobjectiﬁe cf-profiling is to
use epidemiologic methods to describe medical practices, monitor
health outcomes, and essessvthe efficiency and_cuality of care”
(p. 224). In a 1995‘work, Povar stated that our advances in
research no lohger allow us to assume we are providing quality
care —.we must know we are prcviding qUality‘care; Povar
rostulates that the drive to measure quality comes from the
principles of beneficence end social justice. He asserts that
rhe Hippocratic Oath means more than “abstain fromAwhatever is
deleterious‘and mischievous” (Adams, 2004). Povarbbelieves that

Aﬁ%ﬁﬁﬁ%%%%ﬁre the Oath is about doing good, which is benefiCenéééﬁﬁﬁaﬁeﬁ%
Povar’s ideas ebout sociai_justice stem from the‘principle of:
scarcity of resources.  He states that being inefficient
decreases the resources available for other goods, such as
housing and appropriate ﬁutrition, and that providers certainly

know the impact of these factors/on gﬁgcomes. It appears that

Povar leads the reader to beliéve/é;at as a result of the
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efficient and wish to improVe practice to preserve resources for .

other uses. Pechman (2000) takes ‘a more managerial perspective

on profiling by stating that the rationale for profiling is that
many studies found variations in phy31c1an practice that did not
influence the quality of‘care.. These variations could be an -
opportunity to cut costs by 1mplement1ng the least costly
practices that result in the_same outcomes.

The definition,.rationale,fand objective of“profiling‘seem
benign; the.defensive reaction of many physicians, therefore,
seems Unreasonable; What has cauSedAthiS'negative*reaction to a

tool that appears to offer a benefit to the provider, plan, and

patient? To discover this connection, we must look at the

beginnings of profiling.

Historical Development of Provider Profiling

Most of the articles on prov1der profiling in profeSSional
journals deal w1th prov1der opinioh%¢ﬁmm%ﬁses of the tool,

database problems, techniques of profiling, and case-mix

adjustments. ' Professional journals provide very little on the_;

history of profiling. The following is from the text Physician

‘Profiling Background and Practical Experience, edited by Pechman

(2000) . Pechman'states'that in‘1916, Codman suggested that
hospitals be compared by performanCe measures, but this idea did

not become realized until 1987. At that time, the Health Care
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:Flnanc1ng Admlnistratlon began relmbur51ng hospltals for
Medlcare patlents on a.flxed rate per d1agnos1s. Hospltalsvwere
concerned about therr profltablllty glven the flxed rate and
began to'rev1ew phy51c1an practlces.. The-phy51c1anstwrote the
orders that:determined'the services needed by thebpatient:and,_
therefore,.the'amOunt of money the'hospital,wouldhmakevbased:On
- revenues minus expenSes. Inltlally, they‘studied yarious
vprocedures and found that practlces varled but that the |
‘variances dld'not‘reSult in 51gn1f1cant'qua11ty dlfferences.
Ihese'variances-Were'where‘the hospital felt:theylcould'cut_
vcosts'and maximire’their profrt. 'Usingvthis information; the
hospitaitcould decide’if.it.wanted to grant:or'revoke privileges
to providers'at the facility; those prov1ders that.in51sted on
' utlllzlng resource 1ntense processes Qould not be reap501nted.
The hospltals dld not share these proflles Wlth the phy51c1ans.. o
In the 1980hs¢*8uatesaalso began collectlng 1nformat10n focu51n§‘
-on outcomes of the Medicaid_populatron.' Profiling by insurers,
at the time;twas limited to thosedthat had a iarge enrolled‘
populatlon and therefore a large clalms database. Bindman
(1999) dlscusses the study conducted by Wennberg and Gittelsohn
that descrlbed the occurrence of small area varlatlons. Bindman

states that policymakers and insurers interpreted these results
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to mean that thsician~béhavioﬁ waS;pértly to blame for rising

- costs.

The cost of healthcare continued to rise'in the United

States. Employers beganvto.lon for'ways to contain the cOsts -

of providing insurance to employees. 'New_methods;of providing

insurance through a third party pa&ér dévéloped; managed care

was one product. ,As'managed care grewiandvobtained greater

‘-market share, provider profiling became a common tool to monitor
cost. Profiling was not only used by the managed care
 organizations but also by othér'inSUrérs and even physician

practices. The problems‘of»profiling soon began to appéar;

Providers ha?e long énjcyed‘autdﬁomy ahd respect. The
arduous traininglthey undergo,,the-Sacrifices théy make, and the
continuing éducafion feqﬁirementsﬁthéy'must meét‘makégﬁrovidérsvl
the éxperts in healthcare; Patients historica1ly trusted theirtiv_
providers to make the best deéisioﬁs and brOviﬁﬁwﬁﬁéﬁﬁﬁét-Eaié;
Kassirer (1994)iérgues that:nowbthird partyvpéYéré can;dény
tréatmént decisioﬁs,‘and this denial:negétes the trust that has
develbbed. 'He states that while profiling can provide benefits,
theré ié much to be doubted in its curreht use;~:This,sentiment
is echoed time and agaih in the}proféssionai'journalsiand began
with the inception of profiling. Erovidersvwere concerned about

the erosion of their autonomy and potential negative
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vconsequencesfof prOfiling.:‘Unfortunately; phySiéién-concerns

were well foﬁnded.
.Managed care plans‘began to link profilingvdata:to’

financial incentives within the plan. They also used the data

to sanction providers for poor cost containment and utilization

- control. Data‘fOr most profiling efforts are obtained from :

claims databases. Indicatiohs are”that'daté are highly
inacCurate. LChaiken'(1996) givés‘tWo ﬁgjor rea#ons qu.the
inaccuracy.,.First, InternafionalvCléésificafion of‘piseéses,
9£h Edition (’icjp;g) -and‘v'Clj.l.rJ»:ént Prbcedural."'l‘_erminvology' (CPT)
codes are hiéhlyfvafiable; manyfdiﬁferént‘codeé éxist f6r thé.
same condition. SeCond, uﬁder ste'methods of'réimburSement”

such as capitation, there is no incentive to complete a claims

form; therefore, many patient’encountersimayvnot'be recorded. .

Data weré not appropriately screenéd_fofACOmplEteness and
accuracy and.cleéned when profiling;firstvbégﬁﬁﬁﬁﬁﬁﬁ?¥¥ers dia1
not adjuét the data féf.casé—ﬁix Séveiity, cbmplién¢é'issues,. |
ahd panel size}(KaSSifét;>1994),  Thé idea tha£ séndﬁiéns wopld
be ihifiated from such-faﬁlfy data‘éngered physicians,,és
e&idenced by the number'of'editorials and negatiye érticleé in
the proféssional joﬁrnals (Diéménd, éOOO; Kassirer, 1994;

MacKinnon'& Lipowski, 2000). In response, some plans, such as

United HealthCare Corporation, published their own articles in
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thebjournalé invthé étfempt td eduCéﬁé‘physiéiaﬁs on-the
benefits and’techﬁiqués of prdfiliné (BfandAét’al;, 1995). As
.theAphraselgées; "this was téo little,'fdd late:“ | | |

' Based on thé'definitibn ahd 6bjectivés-$tated préviously;
we'know.that'profiling,is'a tddl Withvthe pOténtiél té achieve
'pdSitiVé outcomes énd.iﬁbrOVébcOstﬁeffecfiVeneés.*’Managédbéare
vorganizations'and other:profilers:réaliied\that.they neéded to
make changes aﬁd have proﬁider buy-in in order to‘méke profiling
work. Hagland (;998) discuéseé-thevpafhs taken by ﬁnitedv
HealthCare, Pacificare,_Aetha U.s. Héélthéa#é, and Blde>Cro$$
Blué Shield of Tennesseé_(BCBST)f “United HealthareIranbé pilot
projecf.in'1997 to 1958 called Clihical Profiles;lbLee.NeWcomer,
the_chief medidal officer, stated, "mwe.assumed~tha£ We we?e
vdelivering appropriaté care 95 pefqeht:df.thé timé;.>To’see>data‘
'thét séid QeYWereldoing;care'riQﬁf iny'SOfbéféent of[the fiﬁe |
was reallyvsurprising“ ﬁ%ﬁ@ﬁ%ﬁﬁ%ﬁp. 33f. ﬁewcomer discuSsed
| thesé findings with.Colleagues; ahd thevpLah devéioped theif
’program with tremendous physician'inpuff- United HealthCare also
assured the physiciané;that £he data wduid not.be released fo
the‘public.’ United HeaithCaré's goal was purélyfquality
improvemeﬁt, and the response by phyéicians ét the time of the

article was positive.
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) Hgglénd»(1998f.nex£fdiséusse$'éécifiCafe'é plan for
pfofiling. Pacificafefs pfqgfam ié Célled Qﬁality Ihdex,.which
is a pUblic’report'Qf.the‘groupfs;pfdfile. The medical
directors of this'progrém belieVe_that consumefs'déSire thié
information to make choices about the plan'and the.individual
prQViders. They worked extenSively with‘prOViaers Qn data'r».
Vcoliection'and accuracy for two years to ehsure'Qalidureéuits.
Théir goal is to ﬁot only becomé cost¥effec£ive butvalso to
reward those prdviders who afe succeséfui,énd.innovatiVe.by
pﬁbliciziﬁg‘the results andldrivingbmarket Sharé to thos¢.
pfovidérs. This puts the inqenfive oh‘ﬁhé-thSidiéng:to:énsgré
good data and gééd care; ‘Thé.plan hbpes tovaQe toward'trué
population health work. - Reception by phyéiciéns:at thé time of
the article was mixed.b - | | |

Next, Hagland (1998) discusses Aetna U.S. Healthcare, which

ﬁ?ﬁ&ﬁh&éﬂbeen ddihg prdvider profiling since 1990. ,They fdcusﬁb'”VTiﬁﬁﬁﬁ
care provided for specifi¢ diseases, such as diabetes.‘_Aetna’s
subéidiary, U.S. Quality Algorithms,'méils reports to.individualf
physicians Qn how well they meet sécondary prevention measures.

The rebort also furnishes the provider with a list of hié/hef
patients with the specific diseases. This allqws the physicians

to focus on population health; the physicians have mixed

opinions of the profiling efforts of this plan.
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' Finaliy Haglaud.i1998) briefly.mentions thethCBST
performed a test of-profiling in 1997" The plen took these
results to their physicians to obrain their input. The result
was a two million doiiar inveétmeut in‘a data warehouse that can
pull information erm various sources to iuclude 1aboratory,
'emergency room and phermecy.- They‘alse refined their ihdicetors
and format of the reports; iThe plan's chief medicalvdirector
hopes that thisvdata wiil ailow the plan to move away from ‘
'precertification and. other micromanaqement techniques prevalent
| in managed care. .Thedartiele provided no informatioh on the
respense of the plan's physicians.‘ The artiele by'Hagland:e
demonstrates that the responses of providersito the changes»in
profiiing are mixed as are the actual changes made. - |

Profiling has become a common practice in teday’s'health_'
care environment.' Some provider_qroups are even uSingAprofiling
to mouitor their preCticesvgiven th@ﬁi@ﬁ&ﬁ%n@e of capitation andk
other risk—sharingvarrangements._ Accreditafion organizetions
such as the JCAHO require a form of profiling as adpart ef their
accreditation process, and acéreditation is required to receive
reimbursement from many payers. Additionally, in 1998 President -
Clinton signed an Executive Order requiring all federal health
programs to comply with the Cousumer Bill of Rights (Sandy,

1999). Part of the Consumer Bill of Rights includes the right
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to receive "'comparable measUres of'qualityi’of health plans and
professionals" (Sandy, p. 14). This'reqﬁirement means that
health plans and providers must collect data and analee it in
order to provide meaniﬁgful informatien fo consumers. Consumers
may then use the information to make'infofmed decisions in
choosing a quality plan and provider. bThe'ExecutiVe‘Order,
various financialvarrangemeﬁts, and accreditation fequirements
ensure that some form of profiling will remein well intovthe
foreseeable future{ _Given_the Varyiﬁg methods of pfofilihg.énd
. the mixed reactions.of’providers; theVQuestieﬁ then becomes(;how
do you create a profiling tool that isIUSefuljto an organization
butvhas the acceptance and,buy—in ofkthe“medieal_staffé |

Development of a Successful Profiling System

A qﬁick'reViewjof the history of profiling reveelé
compellinébbases'for thebantagonistic attitudee of providers
.toward mé%%@%%%%ﬁ%%mith (2003) expiored the eimilarifies and .- ¥
differences between doctors and managers and how to bridge the o
gap between them. Smith cites that bofhzﬁrofessions require
committed ihdividuals of actien ana risk—teking that are willing
to devote many years to education foilowed by ongoing\Continuing
edueation.>bBoth professions also receive ethics training;
although such training does not guarantee ethical behavior in.

either profession. Financial incentives drive both professions.
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' Smith, who is both a manager'ahd physiCian) states. that “doctors

like to fool themselves that théy dbn't”_(p. 610) . .Both

professions also have specialists and an excessive use of

jargon. While both professiohs require interpersonal skills,

neither has a good track record with communicating. The final
similarity Smith describes is that both professions have been

controlled by “ageing whitevmen” (p. 610). Smith states that

‘healthcare .is an ancient profession with a mdre‘intellectual-

basé rooted in science and with a greater written'baSe; There

is no equivalent to the Cochrane Library, and management has

- less professional literature and fewer proféssi¢nal_

organizations to'monitor‘itéelf. Medicine also has the distinct

advantage of having'direct,contact with the cdnsumer while

- managers deal with more global enterprises and strategy; Smith

believes that doctors are now more involved with large

organizations and must learn to think strategica%ﬁyﬁanﬁmdévelop'_

thé léadership that ménagers practice_from fhé.start;b Doctors
tend to dominate teams rather than»wofk on conflict resolution
and consensus, skills which they»must learn. 'Finally, doctors
are distinctly uncomfortableband disadvantaged when dealing with
financial arrangements, economics, and market forces. Smith

concludes that each profession has a lot to teach énd learn from
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..theeother,' Smith’s”inSights can be of;partiCUlar.uSexwhen*

developing a successful profiling system.
Many articles list the pitfalls of profilihg”aﬁd the
negative consequences of the practice (Bell, 1996; Bindman,

'1999; Sandy, 1999). As an organization develops.afprofiling

- program, it must aveid the errors of the past. In’reviewing

various articles‘and’editoriais, the fdlldwing_five:key
leonsideratiens_became cleai_to.ﬁhe deveiopmeanqf,a.eﬁecessfﬁi
piofiling.eyetemi 15‘eleariyfdefine.theeQOaifof'thesﬁregtem,eZ)v ’
’invelve'the pfovidefs; 3) ufilize aCdurate'data,_4)'adjuet for
caee—mixland sémpie‘size; énd 5) make‘the prqfile usefel to the
ehdeuser; | o | |
‘Firet, thefélaﬁ_ﬁuSt,have aLclearlyedefined énd Stated:goal
‘fdt fhe"prefiling‘proéramﬁ Pro&idershﬁaht‘to]knew how the
/brofiles will:be ueed. .The’progfém'is'ieSS‘likely te heve
previder suppoft’ifﬂﬁlﬁﬂﬁiﬁéﬁ%s aie linked;te pureiy finenciali
'incentiveebor are,linked to‘negeﬁive_aetioﬁsfbsueh as'feetricted
edm%tting privileges and centractiﬁéfoppertuﬁities (Bindman,
1999). PhYsicians ;esent this link‘ahd become increesingly
unhappy with managed care (Bindmaﬁ). Providers will fespond in
a more positive fashion if the efforts are linked to outcoﬁes,
population health, and'to cost-effectiveness. Part of this key

includes who will have access to the profiles. Physicians
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generally believevthat profiles_should be:ﬁsed‘internally‘and_
not be évailable to the.conéumer (MacKinndn & Lipowski, 2000) .
 K§Ssirer (1994) counters thét‘pafients‘have a right to know
about the quality of the §r§Viders,but that the dafa reléased
must be validf‘[The Clinton30£dér solves this.iSSue b& fequiring
_ éome-forﬁ of perile»to be reieased'to.the consﬁﬁer; Thisv. |
profile will likéiy not be the sémé as_thaf givén'tb‘the-a
proVidé#S;_Sandy (1999) staﬁes_thaﬁ cohsumérs,Want the faéts in
a simplé form and do not care abbﬁt the.méth'inVOivéd, Saﬁdy.
génjecturesvthat'the profile'provided’tq_cOnéumers.ﬁay becbméi
"summary statistics,bcdmposite ratingé} or’eveh 'stéf4ratings'
like thosém'invtﬁe automobilé aﬁd_mutualvfund industriesﬁ (p.
14) . |
»The second conSideratioh,jand certainly no léss impoftant;
than fhe first’kéy faCtor, iS’td‘invblve'fhe §rdvidérs; ’This
- ke eSeHst meah the chiéf mediéal direcﬁér of the plan. .To,ﬁ%%i&ﬁﬁﬁﬁﬁﬁ
providers actuélly being profiléd,'thé_diréctor is the pléh; the
director is subject to'biés becausé ﬁe is an‘employee of the
plan and has a Vésted interest in its bfofitability. The
profiling effort muSt;involve thewbroviders actually being'
profiled in the development of the ﬁetrics, pilot tests, and
feedback. Involving the providers helps generate buy-in; if

they are involved in the process, they are more likely to"
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atilize'the‘results. Without this buyéin;‘fhe providers will
not trust the program and will not utilize5£he fesults,_as
.evidenced bylthe general failure of.prOgrams to_date.

The third key"factor for a succésaful'pfofiling program is
data_quality. Kassirer (1994) states, "We do not'accept.flawed
or incomplete data as a basis for medical praatide,.and Qe
should not accept them for assessinq the qua;ifyvof ourvgarenv
(p. 635). This sta£ement'neatly sﬁms much bf’the opihion held
by providersvabbut moat profiling prbgrams. Data shoﬁld.become
more accurate as'the industry moves fowardaan eiectfénic ﬁedicalq
recard, but as stated earliar;'thelmost.frequentlyvusad'SOurée
ofvprofiling'data is élaiﬁs transactions{ ThéSeﬁdata:arerA
subject to great inaacuracies. - Some algofithms haﬁé'been
daveioped to clean thevdata, but manybprovideré qﬁéstion the

validity of the procéss} Further, several prdprietary software

programs have baen developed toﬂﬁwéﬁmaﬁﬁeﬁdata (Bell, 1996).

The problem is that most of these téchaiques do not describe
their statistical methods, validity,‘reliability, and
deviations. Providers are intelligent people;_they demand‘this
information, and this statistical information must be provided.

'Without the statistics to back up the information, providers

will not have buy-in for the profiling effort.
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bThefOurth‘heyvconsideration is related tolthe data;quality
issue; profilers must make adjustments‘for case—mixyandvadequate
sample size. Many'profillng efforts began with primary carevv
because a large part of the managed care thrust affeoted‘these
providers'(Diamond, 2000)."The problem is that,differentt
prlmary care practlces see dlfferlng sever1ty of many 1llnesses.
This problem is compounded by the generally small numbers any
given prlmary care provlder-seeslof a partlcular 1llness.
Providers against proflling-efforts_oite these_issneSbmany‘times
’inxthe‘literatnre.“ybnce.agaln,;algorithmsyexist,to'make_these.
adjustmentsl The Profiler.must ensurefthat'thedstatlStioS-are
properly displayedeto ensure-the‘providers3that adjnstmentsrhavey'-
‘been'madeeand‘that'the adjustments'are'yalid. |

"The flnal key to success‘ls that the proflle must.be
useful.’ Dlamond (2000) states that the proflle reports should
graphlcarlyw feizls ﬁptﬂthe data, prov1de the methods used,_and |
provide "baokgroundvlnformatlonband llterature referenceS" (p.
81).' Sandy (1999) describes the problem'of oognitive.
psychology, "that there is a limit to how much»information
people can prooess" (p. 15). Providers generally belong to more
than one plan. If each;plan sends the provider a.profile, the
information the profile is attempting to convey is lost in the

multitude of differing and complex profiles. The profile must
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beveasiiy and.rabidly uﬁderstooa.'vThe litéfaturearéfarences
allow.thé physician to.see'thaﬁ the éaggestéd-praCtica is
supported by research. N

Qﬁality andbthe Uses OftMéaSUres a

Rising healthcare cqsta, the:threat‘of gdverhmént_:
interVention,vand consumerismnhavé»gfeatly cbntribﬁted té the
conéerhs abdut healthcare quality over the 1asﬁ two_deéades
(Lighterv& Fair, 2000).. Quality céntrol is seen'as away't6
:feduce variafion'and contain COSts;bpafticqlafiy siﬁcefpeming_a
emphaaized‘thavbanefits_of_iﬁéréaaiﬁg_qualify.rathe:,thaﬁa
increaSing praductivity.' These benefiﬁs ihclﬁded'increaséd
productivity, improved éuality(;iﬁéreaaed emploYQe’ﬁdtalé,
iﬁcreased interest and mqtivation.in work, deéreased_1”

absenteeism, decreased employee burnout, decreased_COSt'per'good

~unit, and decréased'price charged (Gitlow, Gitlow, Oppenheim; &

Oppenheim, 1959); THe healthcare>induatryﬁ“tb@“b#%dmfrbm one
techhique for reviewing qualityvto ahqthér in ailoﬁg’line
including quality asseSsmeht, quality assurance, quality
circles, and total quality management. |

‘Continuous quality improvemeﬁt isbthe path to contain the
costs of healthcare and iﬁprove outcomés. Provider profiling is

one tool to blaze this path. However, Povar (1995) states that

profiling is a matter of perspective. “What good are we trying
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to measure and according tb whom” (PoVar,'p, JS61)? Maﬁy
definitions for qﬁaiity}exist;‘ Whét is peréeived as quélity foi
one person may not be important to énother,'

| Genéral indUstry,.whére quality impfovement_has its roots,'
deSCribequualify as “the‘ektent to which the customers,or ﬁsers
believe thé product_or Sér&ice surpaéses their needs or

expectations” (Gitldw,’Gitlow,»Oppenheim, & Oppenheim, 1989, p.

- 3). Tersine describes.Quality as how well a good or service

cqnforms to a standard (StamatiSf 1996);"Juran é$pouseS that

quality requires testing among consumers to determine the degree

to which a product or servicé_is favored over others of equal

- grade (Stamatis). All of thesé definitions focus 6n the

consumer. However, there is often. a gulf_betwéen what heaith

professionals believe is.quality and what thévconsumeyvperceives
as quality. The Consumer's perCeptiQn is their reality.v
Rowland and Rowland 4@@8%%%$@ﬁte‘that fhe meaSurement of quality
fequireé two pieces. The first'involves the technical aspeCts
of care, “the adequacy of diagnostic and therapeutic processeS”A

(Rowland & Rowland, p. 629). The second’aspect»ihvolves the

art-of-care, “the milieu, manner, and behavior of the provider

in delivering care to and communicating with the patient”
(Rowland & Rowland, p. 629). The requireménts for measuring

both the technical and art aspects of providing care repreéents
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a more,holistic’approach to.qualify megsurément.. Most Quality
programs tpday recognize bothvof_thesé»aspects as eVidenced by
the measuremenf of éuch’thinqé as patient satiSfactionvas.ﬂell
as outcomes.

The Natidnal‘Quality Measure Clearinghoﬁsé (NQMC) - (Agency
for Healthéare~ReéeérCh’énd'Quality (AHRQ), 2003b)'identifies
three uses for'quality meésures: quélity:impfovement,' |
éccountability,'and reséarch. Quélity improvement'cah be both

‘internalvaﬁd éxternél, Internél.qualityvimproveméht ﬁay iﬁclude
.individual provider"practice impdeéméﬁt_or improvément'of |
internal hdspital‘processes._‘Ekternél_quality imﬁro&emént may
include.peer—to-peer'Cdmpérisons to’improve a sysfem;"

The Webster’s New Worid Dibtionafy aﬁd Thesaurus defines
accounfability'as “to giﬁe’sati#factpry‘reasons or aﬁ.'

explanétion” (Accent Software International, 1998). The use of

ehepniisguality measures for accountability largely depends updrstiigsisssn

-audience. The audienée may inClude consumers making purchééing
decisions, accrediting bodies, and external agencies. Eaéh
audiepce'will likely reqﬁire'different‘meaéures. Consumers such
as employérs, third—pafty payers,‘and patients are looking for
value. .Consumers want the best possible outcome for the best
possible price. In this way, consumers may use accountability

measures to choose plans or providers or to set financial
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rewards (AHRQ, 2003b). The Agency for Healthcare ﬁesearch and
QualityICOnSiders consumers to be the focus”for accountability.‘
measures. .Accrediting bodies are generally'ooncerned with |
outcomes and.expect ﬁeasuree to be.used for‘quality.improvement
(AHRQ) , and profilere.are aocountable for quality improvemento

actions. Thus, accountability measures can serve a dual purpose

if chosen well. External agencies may include’ corporate

oversight, government entities, and various professional boards.

These agencies share the goals of consumers and accrediting.

bodies, value and positive outcomes.

Researoh-is‘the usefof measuresfto deveioo:uew_knOWiedge.‘
This knowledge is uot for'tﬁe-formulation ofanew-practices.but
rather for formulating policy (AHRQ; 2003b). While this -
particular use requires a’more robuSt sample)vlonger time‘framee
of data collection, and the melding’of,data from various
databases, the use of measureS%ﬁoﬁ&ﬁéSearch allowsvpolioymakers
to make change and review the effects of these chaugee (AHRQ) .

While the purpose of this project is to cOmply with an
accreditation standard, the long-term goal is to use the data
collected for quality improvement. The use of measures.in this
project would fall under both the accountability‘and quality
improvement purposes. The NQMC states that the measures for

external quality improvement and accountability are quite
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siﬁilarAand;that the ofgaﬁiZation.may'use the same measures_fbr
each fﬁnction,'but there is avgreater feqﬁirement fof
reliability and validity whénvthe'measure is to be used for
aCCoﬁntability to ensufe'féir comparisons (AHRQ, 2003b);f
Profiling is é large fask that requires the'establiéhment of
measures; |

Attributes of Measures

The JCAHO (1991) defines'indicators as'méasures that
monitor care»¢r service. -Thesenmeashres are the process.or_:
dutcome Qf care. _“Processes_are,the a¢tivitieskthét act o#;an
',‘inpﬁt’ from a ‘supplier/ to producé an ‘oﬁtbut? fér'a
customer’ ” (JCAHO, 1991;‘p.‘2i)f “Qutcomes are prédﬁéts of one
or'more_proceSSes” (JCAﬁO,‘19§1, jo 8 21); The:JCAHd states that
. indicators are felated td dimensiQns.of performance} ‘'These

dimensions include efficacy, effectiveness, efficiency,

timelifidsE#sEppropriateness, continuity, safety, respect, and PRSI

caring (JCAHO, 1996). The JCAHOYbelieveé that measures do not
directly measure quality but direct inquirywinto potential
issues. Indicators are further divided into the fwo categories
of sentinel-event indicators and aggregaté—data indicators
(JCAHO, 1996). Sentinel-event indicators arevthose that compel

investigation every time the incident occurs. Aggregate data
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indicators measure many events that can either be continuous

variables or.rates of events

. The NQMC has complled a list of the des1rable.attr1butes of
quality measures from a variety of sources that have developed
measures 1nclud1ng the JCAHO, NCQA, the Foundatlon for :
Accountability'(EACCT), and the Instltute of Med1c1ne (IoM) -
(AHRQ, 2003a). The broad attribute categories are the

1mportance of the measure, the scientific soundness*of the

measure, and the feas1b111ty of the measure (AHRQ) These

categories are similar to the attr1butes~descr1bed by the

- National Committee’foeruality Assurance (NCQA)_Under their

Health Plan Employer Data and Information Set (HEDIS) - The
HEDIS attributes are described in detall in- Appendix A.k The
NQMC also describes four. domains of measurementS' _access,
outcome, patient experience, and process (AHRQ)..,Each’domainb

focuses on a different type of informationmwzRcéesswdescribes

~the'timeliness_and apprdpriateneSs of care (AHRQ); The.outcome
'domain’includes measures that evaluate the health state of a

patient resulting from care (AHRQ). Patient experience looks at

the patient’s perspective of health care received and observed
(AHRQ) . A process measure focuses on the service provided. The

NQMC also provides a listing of questions to asSist in -the




Provider Profiling Tool 28

selection of appropriate criterié.» SeevAppendix B for these
questions. | | |
Rowland‘and Rowland.(1984).describé the-attributeé favgred
| by the Célifornia Medicél Assogiation and thé'Califgrnia"
VHOSpital'ASSOCiathh. -These ofganizationévaSkﬂthe question ﬁcan
;the.ctiterion RUMBA?,(ROWlénd-&:Rowland, p. 638)2 These |
~attributes arevmuch the same as thosé of the NQMC.and HEDIS but
are much siﬁplér. The letter “R”’stands for relevaut; the
measuré'must spécificallyvrelatelto the.objéct of study. 'Thé
letterr“U”_is for underStandable;;gThe"measurelmust be uritten:
very precisely to ensute that,there-is ug miéuuderétandihg’of
the meaning. A_criteriun’muSt also'be'meaéurable,:“M,” The
criterion must include “the timevframebof thé activity, the
.frequency of the activity and/or the specific range of teét data
expected” (Rowland & Rowland, p. 639). The g~ stands for‘ |
behavioral; thiswatiribite means that a meusure must look at a
gSpecific'group of providers or-patients to identify whose
behavior must be changed. The “A” means that an attribute must
be achievable or.realistic given cutrent technology, patient
population attributes, and staff capabilities.
The-United States is not the only country struggling with
issues Qf quality. The British healthcare system is also

replacing qualitative approaches and trust that providers are
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doing the right thing with:quantitative'measu;és (Pringle,
Wilson, & Grnl; 2002).i Pringle et al. Stété that too Often 
measures are éhosen based on what cah be measured rather than,i
defining what is good and developing méaéures_from.that
definition. The'authors propoSé sevéral deéirébie atfributesﬂof
_méasures: valid, COmmunicable( effective, reliable;'bbjéctive,
available,‘internretétibn,_comparablé, remediable, and
’repeétable. It is easy fqnnnteithat»there ate’manynéimilnrities
betWéen'thé_attributés described by the-variousvauﬁhnrs and
Organizatinns.._ | : |
Most measures selected forlusé'by_such nrganizatiqns as the
NQMé, HEDIS, FACCT, IOM, and JCAHO have fundergcinel ¢onsiderab1e
scrutiny based on fhe desirable attributes of a mensure before
‘being included in the organizations’ programs. Selection of
meaéures from such databases as the NQMC‘easesnthebproceés of
Angetaargeveloping a profiling érogram.-’Thé purpose for nsingﬁmﬁﬁﬁh%%%ﬁ_'
is.critical to the selection of éppropriate.meééures (AHRQ,
2003a); therefore, a cléariy defined goal for profiling efforts
aliows a profiler‘to select appropriate méaéures.
Purpose
.The purpbse of this project is to develop a provider
profiling tool'tnat meets the intent of the JCAHO standard

MS.5.12 to correct a known Type I‘finding. The long-term intent
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' of tne tool,ie t0~enable the analySis of dataAfor quaiity -
impxovementf

ijeotives : | |

1L 'Meet the»intent'of thelJCAHO standardtﬁégsolz'through
MS.5.12.3 inolnding a’oomparieon”to the agoregate. |

2. Meet the requlrements as la1d out in Army Regulatlon,
(AR) 40- 68, 40—48 and 351~ 3." | | |
| ‘3; 'Addreee:the new requlremente for reappointment re&iew ,
1lsted on the Department of the Army (DA) 5374 (Appendix C)
dThls form tltled “Performance.Assessment” is completed by the:_
chief of the_department, eervice,vor'clinic”when the'provider
requests renewal of'primiledes. ' a

4. Address the topics:listed inbthe‘MagCare surney repott:
bloodvutilization;amortality/compiications; operative/invaeive~
procedures? moderate sedation, medications, and ciinical
efficacy. | %&ﬁhﬂn&&&m , ?

Method and Prooedures

The first Step in oonducting thisvbroject,-after the
initial review of current literatnre} was to meet with the
medioal staff to inform them of the.redUirement to condUCt
profiling and reassure them that the prooess wonld not be
punitivevin nature.‘ Two objectives of this meeting were to

enlist the medical staff’s aid in determining appropriate
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relevant topics to measure and to request a boint of contact :

(POC) or subject matter expert (SME). The medical staff was not

feceptivtho the idea of profiling but not for the reasons one

woﬁld‘normally antiéipate;

iBecause of the historyvof;prOfiling and itS»iinijtOf

reimbursement;'medical’staffs in Qeneral have seen‘profiling

 programs as punitive in nature;' TheimediCalistaff at BACH Wae'_]

not concerned with.punitive;&Ctiohéf 'Their'irritation was:
focused on the fact that the hospital was examining an issue

they had addressed two years prior.-_They wefe coﬁcerned’that‘

they were being asked to revisit this tdbic'durihg'a;timeiwhen -

militafy deployment requireﬁents rembved medicaljStaffj WhileA

the patient load increased due to the influx of additional

beﬁefiCiarieS'from the:establishment of a new:STRYKER Brigadetin o

' the BACH catchment area. They had already investigated ahd;

develeped&appﬁepriate measures based‘on the,current research in
their areas of practice; and_rightfully so, they wanted to know
what had happened to their previous work.

The results of their labors and the work of the MCD was a

very cumbersome and Complicated eollection of E#cel

spreadsheets. A discussion with the staff responsible for
maintaining the spreadsheets revealed a number of problems that

needed to be solved and a bonus. The bonus is that the
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providers were actively engaged in develeping‘a profiling
program two years ago. " The measures already exiSted‘in the

current Spreadsheets. The providers had inVestigated and chosen’

measures that were relevant to their practice and were based on

current researchf Thus, one of the major goals,ef this project,
developing measures, was no’longervnecessary. tInstead, thet'
focus of the tool creatien shifted te deﬁeloping_a'databasevthat
solﬁes‘the-shortcomings of the;previOUS profiling'sYStem.

The staff of the MCD eriginally described a_profiling

system utilizing_Excel spreadsheets. The reasons‘that Excel was-

- preferred are twofold. First, the old system is based in Excel,

.and second, the staff members are all familiar with Excel and

are comfortable withdentering’data into spreadsheets. A meeting

with two other organizations regarding how they were developing

a profiling system and tools revealed that they were using the

‘ program Access due to its robust ability?t&™udty*the profiling

databases. Some of the MCD staff liked this idea and requested

that the tool be created in Access for BACH as well. This

. change from the original project proposal was someWhat

unexpected but not impossible. Unfortunately, the lack of
personal experience‘with Access required learning about a new
piece of software before even starting the development of the

profiling tool. This education was accomplished using a book
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titled Qu1ck Course 1n Microsoft Access 2002.5 fast track

.tralnlng fbr busyjpeople. ThlS book enabled a rapid grasp of"

some of the more common procedures 1n creating a- database in

Access;’.Developing a»ba51c knowledge'of Access was{alpart ofl -
the learning progre551on of this management process.' HoweVer,}

the Qu1ck Course d1d not ‘answer all of the questions in creating

_this complex database, particularly the control query and the

creation of complex reports.' For these tasks, the Access 2002
Blble prov1ded additional 1nformation._]r-lf
Expected Findings and Utlllty of Results

This profiling database meets thejobjectives listed in the

'.PurpOSe section of this paper. It‘should'also'meetuthe

requirements of the JCAHO. Review of a profile'created by

iMadigan Army Medical Center (MAMC) showed that BACHfS‘database'

and goals are more sophisticated, detailed, and graphically

oriented. » ,:aﬁﬂﬁﬁeﬁﬁﬁwt

Beyond the suruey, the tool should help BACH 1dent1fy
‘practice'variance. Once a determination of variance is
discouered, the credentials and medicalvstaffs Can investigate
to'determine why the.variance‘occurred, -\ varianCebthat cannot
be explained due to case-mix orbother-normal rationale can
trigger corrective action and education to the provider.

Because reappointment decisions can be made partially on the
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'baslsiof;profiles,llt is 1mportant to”provlde the proflled
vpersonnel”With;ong01ng feedbaek | ThlS feedback prov1des |
'uprofiledppractitioners With what_ltems are”belng reVlewed andff;;‘
allows them totoonduct4an ongoing’reviemdofithelr praetieebanda"i‘
make:ohanges‘orbcorreetedata:beforeltheir'profileloomeS‘uymtor
reappointmentlr'*b | } | o ) .

blscusslons w1th several Army Medlcal Treatment Fac1lltles .
(MTFS) and mllltaryvhealth managers revealed that there is
llttle duldance from hlgher headquarters, Medlcal Command
»(MEDCOM), on how to establlsh a proflllng program. Wh;le;the:.
new‘AR 40—68 reflects»manyﬂchanges_from past-practlce,'ltsays”
llttle'abouthprofiling-and lacks,detailed instructions'on howito
.complete the.neWLforms in Appendix C. :It isrhOped that'when‘>
BACH’s‘proflllng database matures, it‘Can’be'demonStrated to
other MTFs and used as a model or exported to other MTFs as a
3 base document after belng oleaned of personal 1den§mﬁmea@ﬁ5@%:_
Vlnformation. | | | ‘ o

Discussion

Review of the emisting profillng.system'demonstrated.at
least seven problems that.needed'to’be'addressed1With the
.ereation of a new tool. The problems discovered lncluded.ly:'
many people are.responsible'fordcollecting’and inputting data,

- 2) there_are more than 20 spreadsheets that require.separate
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"déi:at entry, 3) “ no- one ﬁeféén is | "réspbnéiblle' for ‘m'aintainiing. the .
spreadsheets and prov1d1ng thevdata to the Credentlals |
’Commlttee, 4) there is no method for qulckly checklng that data
_hatetheen'entered, 5) there is no v1sual representatlon of the t
- data, 6) there is 'no format to prov1de the'Credentlals Commlttee h
or the prov1ders w1th a copy of the proflles, and 7) therevlsvno"
comparlson'to‘thedaggregate; . a o |
| : Thehfirst'prohlem,deolleeting‘and inpntting‘data;’has;no~.
;goed’ansWer._‘Each persenchliects their.data as’bart'efetheir’ ﬁ
'spec1f1c jeb Further, SOmevof the.reqﬁired data'eOmesdfrom ;
::sources that have. llmlted access such .as the Mllltary Health _
. System Management Analy51s and Reportlng Tool (M2).V_FSja
result,-there.w1ll stlll be‘many peop;e collectlng the data._.b
One couldiassign:a staff member.to.perform'the‘data'inpnt; bUtd
.thlS would requlre at least part of an addltlonal full tlme
equ1valent (FTE) "In a budge@m@ens@raaned»env1ronment,'1t 1sv
not'f;scallyvresponsible to hire a'data entry‘specialist given
that teehnolegy has.made»this proCesshleSS_problematic. V
Once all of the data from,the past two'quarters has been
- entered into‘the’database, the tool willbbe piaced on a shared
:drive.‘ Each persen respon51ble for collecting data for the -
database will be able to dlrectly input their own data. The

database will have permissions set so that these data-entry
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| .”personnei cannot change exrstlng records,-they w1ll only be able
n'to enter new data or change data ‘on records.they are enterlng
that session;: Existing data_can\be corrected bytgélng.to'the‘;
-database manager.k.VZ:p': | ;1»‘*ic :f.‘,ﬁ_Qf-fl* atf:‘dfta__»
If the MCD staff dec1des to make data entry even s1mpler,
"they can use web-based forms to allow the prov1ders to completey
‘ thelr peer rev1ews onlfne‘lf they are comfortable w1th the o
techn1que.> Thls‘procedure ellmlnates the need for one of the
vMCDfStaffAmembers to 1nput peer rev1em data. Currently; peerb |
rev1ews are completed on paper;.and one of the MCD staff enters'
the data. Unfortunately, many prov1dersbw1ll contlnue to be
'more‘comfortable w;th handwrltlng thelr peer reylews;_and
someone will'stillbneedvto enter the-data.'rin the-future, these
web forms w1ll help the MCD‘staff enter data in a tlmely manner,

because the current person ass1gned to enter peer rev1ew data 1s

;vd&unteerﬁw1th limited avallable hours. "f L ek

: The second problem identified-ithhe large-number.of
spreadsheets requiring data entryg_‘Appendix.D'displaysia‘screen
shot:of the‘filenmenu.for the eurrent:profiiing'tool.v.ﬁote that'
some of-theISpreadsheets'in'theifile‘menu'areyfor reference'
rpurposes.containing.such information as CPT Codes to'pull for
certain data colleCtion. Each of the,Subfolders displayedf.

contains multiple spreadsheets, and most of those spreadsheets
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1.,géquire_additioﬁal-a5£as£¢tbes§n£éréd;f”Eﬁrtﬁéf}hé;éﬁ"ééééiaity'
hasvitsIOWn Spreadsheet oontaining‘uorksheets»fof‘eaChMptovidet;vﬁ
As shown in_AppendiX’E, eaoh uorksheetlrequifes datadentry } B
because'of‘thehseparate tabs;fortthe prouldets,b:The:use of
'Aocess allows'allaOf“the.tables'to,he cohtained intone;Qatabase;"
‘There is no need tobsﬁltch:baCk and’forth betweeh uatiousfl :
_separate sheets;’which increases“theﬂtiﬁe”reéuifed:andtthe‘v‘
p0551b111ty of error.‘ Appendlx F‘shows the maln sw1tchboard of
"the new database that opens 1n1t1ally when the database is
'opened. ThlS sw1tchboard prov1des llnks to suhsequent
_swltohboards»ln a menu process that leads ‘the staff to the
apptOpriate data entry,form, For example, the personfenterlng
'_peet revlerdata'wants to enter data for‘the providers ofdthe
‘Women’s Centere-BAQH's outpatlent obstetriCS”and‘gyneGOlOgy
clinic, andvolioks the approprlate peer revlew llnk as shown in
Appendix F taking them to the screen shokmanshppendlx G Here
the}person Would click_on‘the menu button deplcted, tak;ngﬂthemb
to the*data entry fo:m.diSplaYed.in Appendis H; ;The data entry
form allows the personxto entet WOmen’s Center Peer.ReVlewData
for}all'provldersaOn a}Single_forn father thanfswitching between
multiple worhSheets and workhookSQ fThe form utilizes pull—doWn
buttons, default data, and “Limit'to List”iand “Required”

controls to ensure uniformity and completeness of the record.
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When data eﬁfryvperSOhnél'érgfdohe.eﬁtéringvPeervRé&iew data,for;_
the‘Women’s Cen£ef; they‘cloSé fhe'fqrm.byﬂciidkingon thé »
smalier < in-thévupper'fight‘cornéf, .The erm ClpSés:and; 
brings them back to fhe swiﬁchbéard, al;bﬁing them t6 chtinue'V
with‘other data eﬁfry; _This'ﬁeﬁu a@d form'system_pfevenﬁs.the .
staff.from having toudeal With ﬁhe7AécéSQ ¢Qntfo;:system‘ahd__
tables as shown,in,éppéndiées i‘and:va Note thatvthé names of
the providérs and reﬁiéwers:in thé.various.abpéndiCesvhave'beén
grayed out tovprotect their priVaCy beéaﬁse this,islén active
aatabase.‘.' | .
| 'Léoking‘at a table can rapidly become disoriéntihg{'leﬁding
to the possibility of mistyped information. .Although-ypu”cén‘j
use éuli—down buttoné; default-data, and “Limit to Listﬁ and.
“Required” controls in the‘tables, people tend to bekmoﬁe: .
comfprtable working on a fofm with a’simple,layout. Tableé-also
allbw avuser;ﬁewénadmeitently skip to other rééords; .With.
forms, a ‘'user can onl? éccess another record‘by using the‘v‘
controls.at the bottom.of the form as iﬁ Appendix H; therefore a
person is much less likely to inadvertently change othér |
_récords. ‘

The third and fourth problems listed above are critical to
resolve with this database, particulafly since'the'first probiem'

of multiple staffbentering data could not be effecti#ely'solved.
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Solving the'third problem}tno ohe”perébn_is feSponSibléfforf._

. maintaining;the spréadShéetsvéndfprdviding thé data:tofthe"

Credentials Committee; is simple. The obvious choice for the

database manager is,the=perspn'assigned tovthe Credentials

Section. This:chbiCe makes sense because the;profiling database

is to provide information to assist in reappointment decisions. -

- AS'méntioned earlier, reappbihtmentrié.the*prOCess,through_Which

Providers'have their credentials revieWed and renewed. The

'pérson who is responsible forbcredentialing’athACH hosts’the '

‘Credentials Committee méétings ahd pro§ideS the packets, .

background information, and the profiies‘ Unfortunateiy;vthis '
person has no knowledge of operating in AcCess; A major goal of

this project is to Simplify'thé pqueSsvof_manégingfthe database

'so that it does not cause én’ihcréased;burden'on the databéée

manager. Part of this'simplifiCatiQn‘isltofbuild queries to

#afdpmiadsolve the fourth problem identified - theré»is no methddnfommes

QUickly CheCking that data have been entered. - The.databasef

‘manager will-be.instruéted on the development and tailoring of

queries to check for'data.j'A sample query design is depicted in
Appendix K. When the-exclamationfpoint is clicked} thé query -
runs, and the data are displayed on the screen. The query

results are displayed in a table similar to that of Appendix J.
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Problemsbfive,-six; andfseven_are~solvedowithnthevoreation-
of the proflle reports.,.froblem'fiveriStthatﬁtherells no visual‘
.'representatlon of the data. Problem slxlls that there is no :
format to prov1de the Credentlals Commlttee or the prov1ders
w1th a copy of the proflles. ﬁroblem seven.rs that there 1sﬁno
comparlson to the aggregate. vBecause'of'the lachbof knowledge i
. with‘Aeoess; the database manager exports approprlate data to
Excel for graphlng, analy31s, and'trendlng. ;Appendlx shows a
,flctlonal sample provider profile.- Dlsplayed 1s a graphlcal
representatlon of the data contalned in the tables for a group -
of prov1ders.v Thls type;of proflle mould allow those prov1dersr
performlng’revieWS on the reappointment’packets to:compare |
providers to‘their peers as determined by Specialty; This_-
31ngle report for each prov1der solves all three problems and 1s
the ultlmate goal of the entlre progect and proflllng database. |
‘This sample proflle w1ll matu%era%fthe database develops and .
dlsplay a more sophlstloated-graph;cal deprctlon of therdata to .
include suohlitems‘as‘spider-charts and control oharts, |

-The flnal step remalnlng is. to. teach.the approprlate MCD
staff members how to perform basic. malntenance on the database,,
how to run. the apprOpriate queries, and how to print out the
proflles 1n order to report the 1nformatlon to the Credentlals

Committee. Unfortunately, the credentlals manager does not have




' Provider Profiling Tool ~ 41

g éufficieht kﬁOwlédgé,with Acce$s tQ'maké,fﬁnctiona; éhaﬁgeS in  
'_bthe system.:bﬁowever,:éne 6f the,$taff ﬁembéts'Of thé,MCD_dées
have this‘ability and curfenfly’COllects data‘for the d;tabase.
This person'éan easiiy aséiét withvfunctiénalIChaﬁges that are
necessary ofer timé béééuse bf'his'AcceSé‘knOWledgevand'his
v‘familiérity'With the-database;'. v» ) |

Dgspite'being réqﬁiredlfof afvariety of réasohs, provider
'.profiling is a lérge uﬁdertaking’for ahy fééility,.particuiarly
v:given thé lack of spécifiq diréctidn;'>Bécéuse'thisvpr0jéct has
| praqticai applications,,an:ongoing_iséﬁebfor managément will be
the oversight of'mainfenéﬁce-of the détabase.eriVehvthe'
perSoﬁnei vacancies.in the‘MCD; this één be ﬁértiéu;arly
challenging; .Maﬁagement,tht alsokensﬁre'fhat'prqfilesvare
.being used in aCcofdahCe-wiﬁh the ésfabiishéa goals‘of-the'
,program. Prbviders will rapidly aﬁd_openly-febel.if'they
pé@ééﬁ#éépuﬁﬁtive.actions result frém_tﬁe profiles.-vProviders éﬁ%ﬁhﬁﬁﬁ
should be kept informed’of-tﬂe fésults andvbeuallowed to”prVide
input in£o what is measuréd; 1finéll¥, managefé must emphasize
the importance.of accurate data entry int¢ the systems from>
which the profilers pull. »Inécéuréte'data afe a great failing
of many systems and a frequent complaint of providers. If.the
data put into such systems as.the Composite Health Care System

(CHCS) are “junk,” then the data pulled from it andbplaced.into
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' the proflllng database w1ll be “junk “ Many people throughout

' the fac1llty 1nput data 1nto a varlety of systems. Data from
these systens are pulled for the proflllng database. All staff .
_ must be 1nformed of the . need for clean; accurate data._ o |
. ThlS database rs qulte new - and therefore hasba small bank

'1of data. Aggregate comparlsons w1ll Stlll be dlfflcult glven

" the small sample size’ of the spec1alt1es at BACH and the llmlted o

'hlstorlcal data‘ln.the-system. Future efforts need to be made
at a corporate; MEDCOM, level . Such an endeavor w1ll enable
' relatlvely small fac111t1es to use banked data to make-more
useful_comparlsons tohan'aggregate;and'determlne true v5£1an¢e.r
If YOu only haveetwoloptoﬁetristsfat;Yourffacility;hWho ls thenﬁ
IOutller.in‘a:given praCtlceél | o |

- . Conclusion

- Provider profiling is here to stay.i‘Market forces,

government'interVention,'and accredltat£6
’ made this statement clear ':lt.lsrup:to‘eachforganization.toi
determlne thelr needs and goals and ensure that thelr efforts
accompllsh their objectlyes. The future of BACH’s database is
'promising.- If the Staffvuishes to‘further develop‘the'database,'
speed'databentry; and‘make.lts’upkeepvsiﬁpler, they can place.lt.
on absharedvdrive with approprlateipermissions or use,itsdweb.

abilities to allow the providers to input data directly into the

5eﬁuirementslhauezall;:_
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database. As with all data collection ﬁrdjé¢£s; ﬁhg»ﬁti1ity,cf;
the database needs to bé'e?éluatéd §t léast'eﬁery'two years’td
,ensﬁre‘thatiapprbpriate,standérds are net aﬁd‘thAtxthé'items
beingbﬁeasured afé.usefﬁlviﬁ the reappointmentvprocess.' Tﬁe
databaSévmust alSo be keptvcurrentWith'the éhanges madeviﬁb
clinical practicé to'ﬁaihtain its usefulneéé. Giveh_that many
' MTFs'aré strﬁgglihg with the development of;an adééuéte
profiling Syétem, this database méy préve useful in deveioping

‘the groundwork to those facilities.
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‘Appendix A

‘Desirable Attributes of Measures

Category Attribute

- Definition

Relevance . Meaningful

Health

Importance

Financial
'Importancev
Costff
Effectiveness
Strategically .
.lmportant

Controllability

Variance Among

Systems

Potential for

Improvement

_The measure should be meaningful to at least one of,the audiences for

HEDIS:‘individual consumers,‘purchasers, or health care. systems. Decision-

makers should be able to’ understand the clinical and e¢on0miclsignificance

of differences in’hoﬁ well systems perform on the measure.'The
meaningfulnessiof a measure is enhanced if‘benchmarks and targetsvare
available. L : .

The measure'should capture as much of the health care system’s activities
relating,to“quality“as possible. Factors to be considered-in evaluating

the health importance. of a measure include’the tyoe of measure le.g.,.

'outcome vSs. process), the prevalence of ‘the medlcal conditlons to which

the’ measure applles, and the serlousness of the health ‘outcomes affected

The measure should be related to’ actlvitlesvthat have high financial costs ]

-:to'health care systems,{orvpurchasers or consumers-of health care.

The measure - should encourage the use of ‘cost- effectlveness act1v1t1es
and/or discourage the use of activ1t1es that have low cost- effectlveness.
The measure should encourage actlvitles that deserve hlgh prlorlty in
terms of using resources most effiCLently to max1mlze the health of their
members. In general, measures’ that have hlgh c11n1ca1 1mportance, hlgh
f1nanc1a1 importance, and are cost —~effective w111_also be of high

prlorlty.

'There should be’ actlons that health care systems can take to improve their

performance on a measure, If the measure 1s an outcome’ measure, there
should ex1st one or. more processes that can be controlled by the system

that have 1mportant effects on the outcome. if the measure.is a process

~Lmeasure, the process should be substantlally under the control of the

_system, . and there should be a strong link between the process and desired

outcomes. If the measure 1s a structural measure, the structural feature
should be open to modification by the system, and there should be a strong
link between the_structureland desire outcomes. The measure’s time period
should capture'the events that have impact on clinical outcomes and’
reflect the time horizon.over which the health care\system had control.

If the primary purpose of the measure is to differentiate among health

care systems, then there should be potentlally w1de various across systems

with respect to the measure.’

If the_prlmary purpose of the measure is to support negotiations between
health care systems and purchasers, or to stimulate self~improvement by
health care systems,.there should be substantial room for systems to

improve their performance with respect to the measure.
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Appendix A (continued)p

Desirable Attfibutes of_ Measures

~ Category "Measure

Deflnition

Scientific Clinical

Soundness " Evidence -

Reproducible

Valid

Accurate
Case~-Mix
’Adjustment/Risk
Adjustment

Comparability'

of Data Sources

Feasibility Precisely

. Specified_

Reasonable Cost

Confidential

Logistically

Feasible

Auditable

There should be evidence documentlng the links between ‘the 1nterventions,
clinical processes, and/or outcomes addressed by the measure.» i

The measure should produce the same results when repeated in the same
population and setting. ' o )

The measure -should have face validity; i.e., it should make sense logically,
clinically, and,‘if it focuses on a financ1a11y 1mportant aspect of care,

financially. It should correlate well with other measures of the same aspects

. of . care (construotvvaliditY), and capture meaningful aspects of this care

- (content validity). .

The measure should accurately neasure what is actually happening._

Either the measure should not be appreciably affected by any variables that are
beyond the health care system’s control (“covariates”), or any extraneous
factors should be known and measurable. If case—mix and/or risk. adjustment is
requlred, there should be well-described methods for e1ther controlllng through
risk stratification or for using valldated models for calculatlng an ad]usted
result that ‘corrects for the effects of covariates. (In some cases, risk
stratlflcation may be preferable to risk ad]ustment because 1t ‘will 1dentify
quallty issues. of- 1mportance to different subgroups ) :

The accuracy, ‘reproducibility, risk—adjusted and validity of the measure should'
not be affected if dlfferent systems have to use different data sources for the
measure. We recognlze that strlct comparablllty may be dlfflcult to obtain w1th
current 1nformation systems, however, we hope to minimize any potential bias
that might be introduced by dlfferent data sets, and to stimulate contlnuous
improvement in 1nformation systems ) )

‘The measure’ should have clear operational deflnitlons, speclfications for data

sources and,methods for data collection and reporting.

" The measure should not 1mpose an 1nappropr1ate burden on health_care systems.

"Either the. measure should be inexpensive to produce,'of
collection and reporting should be Justlfied by 1mprovements in outcomes that
result from the act of measurements.

The collection of data for the measures should not vioclate any accepted
standards of member confldentiallty.

‘The data required_for’the’measure should be available to the health care system
during the time period allowed for data collection. The measure should not be
susceptible.to cultural or other barriers that might make data collection
infeasible. (e.g. inpatient or physician surveys, there may bevcultural or
personal barriers that lead to biased responses; these would need to be
addressed). - )

The measure should be auditable, i.e., it should not be susceptible to
manipulation or “gaming” that would be undetectable in an audit. Methods to

verify retrospectively that reported results accurately portray delivered care

should be suggested.

Note. Adapted from Desirable traits of HEDIS Measures. NCQA (January, 1998). Retrieved May 1,

2003, from http://www.ncga.org/Programs/HEDIS/desirable%20attibutes.html
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| Appendix‘B

Questions to Ask in the Selection of Measures

1. Does the'measure possess'the'desirable:attributes as

: outlined by theeconceptual areasfof importance,'SCientific

soundness, and fea51b111ty of a measure°

- 2;. What data sources are ava11ab1e° What 1s the p0551b111ty, -

‘-and expense of collectlng addltlonal data° '

3. ‘Doesbthejmeasure apply to the»de51red'setting_of care and to -

the proViders'that give care that'you’wish’to asseSS? -

4. Is the measure selected from the approprlate domaln of o

measurement that w1ll produce the type of data approprlate'for

use?

5. Have considerations been made for comparisons?

Note. Adapted from Selectlng'Mbasures jAHPQ (nud ). Retrleved October 2, 2003,  from

http //uww qualltymeasures ahrq gov/resources/measure selectlon aspx.
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‘DA Form 5374 '(Test)

PERFORMAIICE ASSESSMEIIT
. (For use of this form, see AR 40-68; the prap wencylsoml
1. NAMEOF PRWIDERa«-l Fost, M) ~ | 2. RANK/GRADE |3. SSAN ~* ]4. PERIOD OF EVALUATION mvnuonl
. ) T L " lenom S . TO :

5 DEPARTNENT/SEHWCE - |6. SFECIALTY/AOC R , 7. FACLITY Mane st Adions: City/State/ZIP Codle]
8. _FURPOSEOFEVALUATDN - e T : .

[] witial privileges ] Renewat of pei [ Modification of privieges.. [:]" ignment/separation - l‘_‘]“ s action
9. ACTIVITY DATA Mubicase aserage # jur masth, ae apphicable) - - 'r‘.. of time in providing patient care _____ % B
) Anbulmrv care visits ( ) Emergency care visits (') Admissions . - { )} Major dnqnostl: pmdu's:

{ )Radiowmhlc:ndns + { ) Surgical p yoadk {- ) Delivasis: {7 ) Other Spmityr:
10. IS THERE ANY ASPECT OF THE PROVIDER'S HEALTH STATLB WHCH THE CREDB‘TIALS COMM"’TE SFDULD COPSIDE iN
AWARDING PRIVILEGES? D NO D YES K-

7. NEDICN. FADLITY

7 1. IS THE FROVIDER S ATTEM'JANCE AND PAFITI:IPA'HON N PRAOFESSIONAL AcnvrnEs AND COMMI'ITEE MEEI'NGS AOCEPTABLE?
OYES [ NOmeiv . o .

T2 ARETHE Pno\nosn's NTEFPEHSONAL SKILS WITHEOTH PA'ﬂENTS AND SI'AFF Amnam
EI ves - O No a-u _

CUMCALPERFG!MANG PROFILE Provide uaatitative dete s expluin’ m-af:—-d—-uumbﬁ Hmnl-a—]
»‘ a. AN"EOTIC USAGE REV‘EW : . . : .

b. BLOOD PRODUCTS UTILIZATION REVIEW

c. SURGICAL CASE REVIEW

- d. RECORDS REVIEW

. PHARMACY AND THERAPEUTICS REVIEW

¥. MORBIDITY/MORTALITY REVIEW

g INFECTION CONTROL

h. UTLIZATION REVIEW

e e S ————————
DA Form 5374, DATE? PREVIOUS EDITIONS ARE OBSOLETE Page 1 o7 2 Pages
EXEMPT FROM DISCOVERY UNDER 10 U.5.C. 1102 )
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Ap_be'ndix [l cdn‘tinued'_)

‘DA Form 5374 (Test)

52

T AR ARY SERVICES UTILIZATION

7}, GCCURRENCE SCREENING

k. RISK MANAGEMENT

74, REMARKS

76, PERFORMANCE EVALUATION,  The following evakiation 1s bassd on tis provider's demorstrated Cirical performance compared o that
which can bly be expected of a provider with his/her educatiomal background, level of walnng and e)qaenenv:o -’ Check (X) tho
appropriate cdum Any maccq:tnble mng must be exﬂamed below in block 16. Lo . :

UN- | NOT

ACCEPTABLE |\ CCEPTABLE | APPLICABLE

. a. Basic professional knowledge

b. Professional judgememnm

-c. Professional competence

d. Patiert management skill

{1} Oupatient

{2) Inpatient

(3) Operatirg room

Written communication skills

Oral communication skills

. . Relationship with colleagues

Cooperation with- hosptallcimc personnal

Appearance

Emnctional stability

. Sense of responsitility

Professioml conduct

Ethical conduct

Leadership capability

o;;.—'xﬁ-.-‘.:-a e

Quality and timeliness of medical/dertal record cbcumertatmn
16. COMMENTS .

BY PROVIDER

Oves [no

17a. DATE rvmmoo) | 17b. NAME OF EVALUATOR'GRADETITLE | 17c. SIGNATURE OF EVALUATOR ] 17d. REVIEWED

DA Form 5374, DATE? PREVIOUS EDITIONS ARE OBSOLETE rage 2 of 2 Pages
_EXEMPT FROM DISCOVERY UNDER 10 U.5.C. 1102
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Appendix D

Existing Tool File Menu

Help

@ d5§k“m&,ﬂm Il

Adckess acmmmwmwmmmr‘ rioth

rovider Profiling 1

(S v A O B

Brths-C_s... BloodUsage Circursisons Complain-A.., DelDictation

R,

'

Mrisduns N‘B.I.ATORY AFH.IATQIY as&m&uﬂm Gn.lnds'ui

CPTS-0BOL... Clpero DRGDO1-999 Frbd\ MECOR

o cJ.

Disbed Meetings  OutPTWisk...
. FP-FY03

JJ 5 I B

PmFlaPeds Pﬂ'ﬁo ProﬂaSu'gsry ProfleLICC  ProfieFP-FYD2

ulll'l

Vu:dn*s 1YRACUITY... 291A9lm Auteqatz AdmissiorSatr

CODE# CODSG.M . COL&ITD - Comipaints?...

’

mRECORD MASTER Nd:im'ld'bOSG\'No\t onAchyoz'

22

. . ) REVIEW 27...
= L 'I | -
OUTLINE Ol.t;tmds o..tmm PEDstfu'd Pru:adcnde h'medl.rs! » mov_m prwider
@»-'Il'll
[REMsetings  Surgeriesir... YZSIQTHFY.., VZS2QTRO2... VoodesTNpif... CRNAFYOS  FPDocFYe3 casm;oo: IMDOCFYO3  OBDocsFYO3 -
) ®)
PAFYOS!  PedDocFY03 PSYDoCFYD3 UC(DodFY03
D00 Db - Moosult 0L, . S0 GNP ver 2- Marcsoft., G Broate fafieg § ;o> S LD A
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Appendix E -

Example. of Existing Spieadsheet,

£3 Microsoft Excel - FPDocFY03

@ Fe Edi Vew [neert  Fommat -_[n* @g Window  Help ) ’-‘:,a-:-swistfon‘a'heln -8 X
DHL2R 8R_RY X &l -ﬂ-~%2 Nﬁ&]"w &AL 2
C30 - & 8§ o
A ao E | F ]G H [ 1T 1T J T K[ L M =
1 {NAME: MAJ Nobody Smith . . L LR P S ; -
2 IFi i . : : : L : -
1stQtr 2ndmr3rdmr 4mon FY 02 1stQtr anou 3rd0tri4mQtrSFY03
3 |Cument Credential Period: 15 Sep 03 - 15 Sep 05 mz Y2 - Fvez - FY02 Total - FY03 |FY03  .FY03 FY03 Total - : :
"4 |MEETINGS (Tammy) - o i P S, Lo C b . ;
5 |PRODUCT LINE meets - of times quaneﬂy Z_ \ : . , : . . ;
| 6 [NUMBER oftimes meetingwasattended - : . I . 0 : PRI - : i ;
_T_|JOINT STAFF meets ____of times quarterly ; : P ) N i ;
"8 |NUMBER of times meeting was sttended O . Lo ; ¥ - G
9 |MED STAFF meels - of times quartedy 1 ~ i : e o
[ 10 |NUMBER of times meeting was anem_igq : i : ; .
11|CREDENTIALS meets of times quartedy 1 ' . ! : :
12 |NUMBER of times mesting was attended i : N N - R .
13 IRISK meets____ of times quadery . ; j ‘ N ; ; : ;
| 14 |NUMBER of times meeting was attended . . . , N .
[ 15| Qf meets of times qua i i " S . . ;
| 16 |NUMBER of times meeting was attended o . e . . .
| 17 |Births Occurrence Screening (Caroliyn) i N : N ; P : .
18] _# of Births (do not input data in these calls} - 0 0 0 0 0 ¢ 0 0 0 0 ; .
| 191 2R mewedduatooccu"em e - Lo L ; : i
20 : ' i ) . .; : :
2 N ﬂﬂ viE i . - : :
22 |Unattended Births : : - : :
| 23 |Rate of unattended births (dommpumata in these c-#DlVIO!'#DIV!D' £DIV/0! "ZDIV/ON ZDIV/0IZDIV/0L” $DIVIO! "BDIV/0! EONV/Ot "2DIV/0!
}ihlema!Benchmavk —-<i% S
25 |Clinical Practice Gulde!lnes (Carollyn s
| 26 |Diabetes isting of fictional Family Practice Providers. Each tab requires data entry
27 #ofDuabehcs in pa'lel .
| 8 {Hemogiobin + H1C Ordered .
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Appendix F

Néw Profiling Tool Main Menu

I3 Microsoft Access  [Main Swilchboard]
i e Ed Vow [nat Fomet Records Toos Window Heb

 Type 2 quaston for help

(DAL e,

— T

-l F

| Enier Pear Reviaw Data for Other Services
- __| izt Medtings, Utizakion and Patient Satisfaction Data
| Entor Pharmacy Blood, Infockon Contol and Morlalt Daia

Click here to enter Women's Center Peer Review Data

Form View

e
-

FLIR

T tan Swldibuand

B ks = Mlurusult O, X P e 24 M’

stat -~ we&
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Appendix G

Peer Review Daﬁa,Switchboard

T2 Microsaft Access  [Peer Review Data]

rn:e,aquesmnfaheb . X

IB) e ERt Yew [nset Fomat Records Jods Window leb - o
HI ] Svstem -0 ~iBZUIEEE[R-AL- e,
M- HRGRY sBBEA[UHETRVA R @ BE- Q.

g6lddnidgiliiinidsalahace,
\ & Enter Fansdy Practice Pees leviewData -

| EvtexFediabic Peer Reviow Dala

| _| EnrtRPeRedonDia

| Entes APY and OBS Poer Reviow Data

" xg.]- Evtox Wormerts Cértor Pocr RiviewData
© ] GoliscktoManSwchbomd

Click here to enter Women's Center Peer Review Data

T EE Pert Frvmw Dt

THistart OB E 7 S oMot
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Appendix H

Women’s Center Peer Review Data‘EhtrvaOrm_

5 Microsoft Access  [Family Practice Pecr Review] |

‘o e You foot Fomet Hourds lods Wndow teb ' - Type 3 questonforheb v o @
eiw - UEEE NA .El '
:& ﬂﬁé[&V x%ﬂﬂ%ﬂil"iﬁv’ﬂ pE K é"é E'B-

. W.—n s CenherRnthhEquor-

Click on Fhe small "X to close.

Record Controls

Rooed: M1 ¢ |7 1 2 |90]ps[ofa
Form Yiew ) .

TEE T W Ibs Mue,  Sh & 2 i PP e T Dt v B Famly Prat..
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Appendix 1

Access Control SYStem

E< Microsoft Access  [PP ver 2 : Database {Access 2000 file farmat)]

ﬁﬁﬁ Edt Vew. Iwet Tooks Window Heb Lo AR “Typeaquastionforhep v . @ X
ED@CHE&&?’M%&“H& @”@wEgﬁﬁ Q.. ,
fioren Mpssion {mtew | X |2 [E]E . ' o ' '
Objects ﬂcmmmwmm - : T
B Tobles &) Crosts table by using wizard
& quies &]  Croste table by entering data
B Andlary Services Utiization
8 roms Bl APV and OBS Peer Review
8 Repoets Bl blood Utkzation Review
®) Pages || B Community Menkal Heakh Peer Review
2 Macros B DidationData -
. || &1 ERPeerReview
& Modies £ Fanlly Practics Peer Review
Groups ] General Surgery Ginic Peer Review
@ Favorkes IN=| ICTB Froviders )
Bl ™A Providers
Emmmm

0

WD @ 0 @0 oo mm

Db - Mot Gt A SMP e 2 - Miaesfn, (B PP ver I Database il N
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Appendix J

Women’s Center Peer Review Data Table

I2 Microsoft Access [Women's Center Peer Review : Table]

Emummwwxwmm

MR SRY SR o @ U YHT A K E B a- ‘@,

rype 2 quzstion for heb -8 X

- Provider | Fiscal Year | Quarter | Month lRecord Number[OB or GYN Retj ewerimefCamplalmll-ﬁstoryAdeq jhysncal ExamlTes-
FaE - .2 . 1 ‘GYN ; ; i
2 2 ‘GYN
2] 3 GW
2 4 G
N ) 5 G
2 B 6§ .GYN
.2 ; 1 NR
2
2.
2 Puli-down Mepu .-
2 -
2 : B
2 : 7
2 : 8
2.3 8
27 10
2 1
2 2
2 3
2 4
2. . 5
2 6
2 7
2 | - 8
2 1
2 2 Ye
2 3 Yes Yec -
2 4 Yes Yes
2 5 Yes .Yes
-2 6 Yes Yes
2 7 Yes Yes
2 8 Yes - . Yes
2 9 Yes Yes
a a0 Man \:.rvj
»

vet 2 - TR,

§E FFver 2
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Appendix K -
Example of Query for Complete Data
A Microt Access  [testing fy ad qtr query #2': Sclect Query . | |

i e Eft Vew Inset: Query .Toos Window Lep
;3viﬂﬁi.é&ﬂ"%x%@iovw-iéﬂ_!.;

LN EE-g,

Providers

-.» I Fiscal Year
Blood Utfization Review  Utiization Utitization

| ] | : I i L)
. . [What FY are you locking at?: [whet Quarter ere youlooki vhat B . [Twhetqel -

lss ) - ’ - ’ : e 2

[N =3

T YR Z§oMPver5-Moosoft..  fB Copy of PP ver 3: D, £F Mon Swilthucard 5 testig fyand gt qu... K ee in 6:50PM

T TR
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Appendix L
Sample Portion of a Fictional Provider Profile

E3 Microsoft Excel - Book1

ot | oo | [ Pt | gevo. | e | Momalien | g | o |

Samph Pertica of2Profe

Chere Roviowed v b 2o ve Bolinine sins.
: 12Qe
Seite 8%
e
5%
0%
et
e

Praview: Page 1of 2 . . . R R y
. '3 start : LB T 2 eMPver 5-ML . ZY Pediobis Pewr... @@ GMP N pedabnes peer... T i S:32PM

e




